Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

1210-0089
Depaftmle"fof the gea$ury This form is required to be filed for employee benefit plans under sections 104
Intermal Reveriue Service and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Department of Labor sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code).
Employee Bfepeﬂtg Security 20 1 5
Administration » Complete all entries in accordance with
Pension Benefit Guaranty Corporation the instructions to the Form 5500.
This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A This return/report is for: E' a multiemployer plan; D a ml.,vlflple-.-employer pla.n (F|Iers. chgcklng this box must attach ? list of'
participating employer information in accordance with the form instructions); or
D a single-employer plan; |:| a DFE (specify)
B This return/report is: @ the first return/report; D the final return/report;
D an amended return/report; D a short plan year return/report (less than 12 months).
C Iitheplanis a collectively-bargained plan, check here. . . ... ... . . . » D
D Check box if filing under: Form 5558; D automatic extension; D the DFVC program;
D special extension (enter description)
L Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan -
Hanford Retiree Welfare Benefit Plan number (PN) »
1c Effective date of plan
01/01/2015
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 91-2017261
HEWT Administrative Committee 2c Plan Sponsor’s telephone
number
509-372-3323
PO Box 650, MSIN H3-08 1981 Snyder 2d Business code (see
: ~ instructions)
' MSIN H3-08 562000
Richland WA 99352-0100 RICHLAND WA 99352-0100

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN %%,M/ //b/ %r&% /ﬂ/ﬂ //6 Elaine Cone
HERE
] Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
Preparer’s name (including firm name, if applicable) and address (include room or suite number) Preparer’s telephone number
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Form 5500 (2015)

v. 150123



Form 5500 (2015) Page 2

3a Plan administrator's name and address @Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator’s telephone
number
4  Ifthe name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, 4b EIN
EIN and the plan number from the last return/report:
a Sponsor's name 4c PN
5 Total number of participants at the beginning of the plan year 5 | 0
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢c, and 6d).
a(1) Total number of active participants at the beginning of the Plan YEar...............c.ccoevevriieececeee i) 6a(1) 0
a(2) Total number of active participants at the end of the PlaN YEAI .............cccoeeeveeeieeiievereeeeeeseeee s seeed 6a(2) 0
b Retired or separated participants reCeIVING DENEMLS................c.oveviveeeieeeeeee oot eee e e e ee e eee] 6b 4,317
C Other retired or separated participants entitled to future benefits..............coovviiiiiiiiiiiciie e 6¢c 0
d  Subtotal. Add lINES BA(2), BB, BNA BC. ...........eeeeeeeereeeeeereeeeeeeeeseeee e s ee e eeee e st ses e esees e s eeseeses e s ees s e esesseeeesseseaseessaees 6d 4,317
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits..........cccoovvevecriniincnnieeiecnnen ) 6e
f Total. ADAIINES BA AN BE. ............eeeeeeeeeeeeeeeeeeee e tee et e et ee vt a st s s s ee st e e et ee s es e s s en e 6f
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIEE thIS EIM)......co.cvveiei ettt e ettt ea e a ettt s e e e e e s s eee e eseesee oo 6g
h Number of participants that terminated employment during the plan year with accrued benefits that were
less than 100% vested 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) ......... 7
8a Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4E
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance 1 Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
3) Trust (3) Trust
(4) General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1) D R (Retirement Plan Information) ) H (Financial Information)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money (2) I (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3) i A (Insurance Information)
aeiyary (4) C (Service Provider Information)
3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D (DFE/Participating Plan Information)

Information) - signed by the plan actuary (6)

G (Financial Transaction Schedules)
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LPart 1} | Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) cvvvoorevecerisrirsnsnreoee . [ Yes  [] No

If “Yes” is checked, complete lines 11b and 11c¢.

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) .......... K Yes [] No

11c¢ Enter the Receipt Confirmation Code for the 2015 Form M-1 annual report. If the plan was not required to file the 2015 Form M-1 annual report,
enter the Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure
to enter a valid Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code 000033337280




SCHEDULE A Insurance Information
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the

OMB No. 1210-0110

Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2015
Department of Lab
Employee Beer?:ﬁtr; ggcgrityaAzaﬂnistration b File as an attachment to Form 5500.
Rension Benelit Cuarantyiorporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection

For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A Name of plan B Three-digit

Hanford Retiree Welfare Benefit Plan plan number (PN) 3 551
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

HEWT Administrative Committee 91-2017261

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and |ll can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

CONNECTICUT GENERAL LIFE INSURANCE COMPANY, A CIGNA COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered atend of (f) From (g) To
policy or contract year
23-1503749 65498 FLX980014 4,303 01/01/2015 12/31/2015

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin line 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid (b) Total amount of fees paid

64,840 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

WELLS FARGO INSURANCE SERVICES
1350 TREAT BLVD, SUITE 550

WALNUT CREEK CA 94597
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
64,840 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.
P . Schedule A (Form 5500) 2015

v. 150123
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e) Organization

(b) Amount of sales and base
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e) Organization

(b) Amount of sales and base
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(b) Amount of sales and base (e) Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2015 Page 3

Part Il Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end .. 4
5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid t0 CAITIET ..........o.ovvoveoeee oot s e s e e oo e oo 6b
C  Premiums due but unpaid at the end of the year 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or PoliCy, ENtEr @MOUNL.............vcucuiuieieiecceceee e eeeeee e
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration 2) D immediate participation guarantee
(3) |:| guaranteed investment (4) |:| other P
b Balance at the end of the previous year ....................... 7b
C  Additions: (1) Contributions deposited during the year
(2) Dividends and credifs ..o iomivnnmmmnmmmmasmmm )
(3) Interest credited during the year....
(4) Transferred from separate account
(5) Other (SPeCify DEIOW).......cccovviiriiieiceciee e
4
(B)TOAI BUUIEIONS .......covviriinrieiiecie ettt e et e st ese st e e e e eeeeeeeeeeeee e ee s 7¢(6)
d Total of balance and additions (add liNES 7h ANA 7C(B)). .............oveeeeeeeeereeeeeees oo eeeeeeeeeeeeeeeeseeee s se e oo | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier............ccooeeveevoeoeereeeeeeeeeeeeeenn. 7¢(2)
(3) Transferred to separate account ........ e 7¢(3)
(4) Other (SPECITY BEIOW)............ovveeeeeeeeeeeeeeeeee e eee e 7¢e(4)
14
(5) TOtAl ABAUCHONS ...ttt ettt ettt e e ettt eter et e ee et et et eeeeseneesseresoes
f Balance at the end of the current year (subtract line 7e(5) from line 7d)
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Part Ill | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s), the
information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual employees,
the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b D Dental Cc D Vision d E’ Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j D HMO contract k I:I PPO contract | D Indemnity contract

m [ | Other (specify) »

9 Experience-rated contracts:

a Premiums: (1) Amount received...........cooceinieieiiinieeccecee e 9a(1)
(2) Increase (decrease) in amount due but unpaid .............coceeeveveveeeuenrnnnen, 9a(2)
(3) Increase (decrease) in unearned pPremium reserve............cocoeeveeeeenn.] 9a(3)
(4) Earned (1) + (2) = (3)) ervvveeerereeeeoeon, 0
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim reServes...............coooeeiieeeeeeeeeeerenn) 9b(2)
(3) Incurred claims (BAd (1) @NGA (2)) ..vovieeiiiietiiee ettt ee et et e e s een 9b(3) 0
(4):ClAIMS BREATGEU xcovvissssusmsorvmsss v s ooy e e TS A0 0 e B 5 e mmmnnn 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...ttt 9c(1)(A)
(B) Administrative service or other fees ............cccovveeeeeeveeeeeeseenn 9¢c(1)(B)
(C) Other specific aCqUISIION COSES ...............oveeeeeceeeeeeeeeere s, 9¢(1)(C)
(D) OthEr @XPENSES ......cveeveeeeeeeeeeeeeeeeeee et 9¢(1)(D)
(E) TAXES...ouiiiceieeeceeete sttt 9c¢(1)(E)
(F) Charges for risks or other contingencies ...............cooveveereereerrrsnn ] 9c(1)(F)
(G) Other retention charges .| 9¢(1)(G)
(H) TOTAI TEEBNTON ...ttt s st ee et et e e ee e eee e ren e 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) o 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................. 9d(1)
(2) ClAIM TESEIVES ...ttt ettt ettt s b s st ettt e st seeee st e s et e s et ee s eeees e s eaeteeeteneeeeeeeeen 9d(2)
(3) OLNEI TESEIVES ...ttt s ettt ettt e et et et et et s et et s et esee et eseeeseseeenen 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)..............ccccocuvvevevr.. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid 10 CAITIET .................c.cvoveuiieeeeeeeeeeee oo e e ee s 10a 2,590,298
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ............c.coccovevn.... 10b

Specify nature of costs »

[ Part IV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes No

12 if the answer to line 11 is “Yes,” specify the information not provided. P



SCHEDULE A Insurance Information
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the

OMB No. 1210-0110

Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2015
Department of Lab
Employee B:£:fi:;n§2cgrityaA3;1inistra:ion b File as an attachment to Form 5500.
Fension'Benenticharanty-Comoration » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection

For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A Name of plan B Three-digit

Hanford Retiree Welfare Benefit Plan plan number (PN) > 551
C Plan sponsor’s name as shown on line 2a of Form 5500 _ D Employer Identification Number (EIN)

HEWT Administrative Committée 91-2017261

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts |l and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

OPTIONS HEALTH CARE, INC.

e) Approximate number of Policy or contract year
(c) NAIC (d) Contract or (
(b} EIN code identification number persons covered at end of (f) From (g9) To
policy or contract year
91-1467158 47055 6813900 854 01/01/2015 12/31/2015

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin line 3 the agents, brokers, and other persons in
descending order of the amount paid.
(a) Total amount of commissions paid (b) Total amount of fees paid
17,644 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
WELLS FARGO INSURANCE SERVICES
23216 NE 126TH STREET

REDMOND WA 98053
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
17,644 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.
P Y ! Schedule A (Form 5500) 2015

v. 150123
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e) Organization

(b) Amount of sales and base
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(b) Amount of sales and base (e) Organization
commissions paid (c) Amount (d) Purpose code
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Part i Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.

4 Current value of plan’s interest under this contract in the general account at VAT eNd suievseserivnsnunesmmprenan s 4

5 Current value of plan’s interest under this contract in separate accounts at VAN ONd rusiorss: somsansanspmanmisyesasmisisnme 5

6 Contracts With Allocated Funds:
a State the basis of premium rates P

D Premiums Paid t0 CAITIET ...........cov.vveeieeeeee e e e e ee oo s e ee e eeses e es s eees e s e 6b
C Premiums due but unpaid atthe end of the YEar................cocoooiii et 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d

retention of the contract or policy, @Nter @MOUNL. ............cciiiiieiiii et

Specify nature of costs P

e Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) »

f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) [I deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4) D other »

b Balance at the end of the PrEVIOUS YEAT .................o..o.ooeeeeeeeeeeseeeeeeeeeeee e e e e ee e e oo s s es e I 7b
C Additions: (1) Contributions deposited during the year............ccoceeveereeeeen... 7c(1)

(2) Dividends @nd Credits ............cocevrveverveereiereeeseeee o) 7¢(2)

(3) Interest credited dUriNg the YEaT............ccccovieereeeeeeeee e eees ] 7¢(3)

(4) Transferred from separate aCCOUNt .............co.covvvveveereereeeiseeeeeeen] 7c¢(4)

(5) Other (SPECITY DEIOW)...........oereeeeerereeeees e e es et eeee s ee e 7¢(5)

»

(B)TOtAl AUAIMONS ...ttt ettt eseesren e 7¢(6)
d Total of balance and additions (2dd lINES 7 ANA TC(B)). ........cov..vvrverrererereereeeeeseeeeesseee e eeeeeeseseeeeeeessereeeresesesseeseeon I 7d
€ Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)

(2) Administration charge made by Cartier..................coovevevoieeeeeeeeeeeeeeerss] 7¢e(2)

(3) Transferred to SEParate @CCOUNL ............c.coveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeereand 7¢(3)

(4) Other (SPECITY DEIOW)...........oveoeeieeeeeeeeeeeeee e ee e 7e(4)

4

(5) TOAI AEAUCTIONS «....cveeeo ettt s oot es e s e en et 7¢(5)

f Balance at the end of the current year (subtract line 7€(5) from N 7d)............co..oo.ovveveeveoveererreeeeereeeseeseeeeeeeeenn. | 7f




Schedule A (Form 5500) 2015 Page 4

Part lll | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s), the
information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual employees,
the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a Health (other than dental or vision) b I:l Dental c @ Vision d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h @ Prescription drug
i D Stop loss (large deductible) j D HMO contract k D PPO contract | D Indemnity contract

m I:l Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNt rECEIVEM. .........oeiriiiiiiiiiiiece e 9a(1)
(2) Increase (decrease) in amount due but unpaid...........c.coovvevccciccanins 9a(2)
(3) Increase (decrease) in unearned Premium resServe...........o.oeoeeeeieneesd 9a(3)
(4) EAMEA (1) # (2) = (3)) e-rreerreeeeeveeeeeereeeeeeeeses e seeee s e ee e e oo eee oo oo eeeeesessess s ssss s [ 9a(4) 0
b Benefit charges (1) Claims Paid ...........cccccevoveveveeieineeeerie et 9b(1)
(2) Increase (decrease) in Claim reSErVES.........ccoieiieceneieiessenieceienn] 9b(2)
(3) Incurred claims (Add (1) @NA (2)) ..eveurveremireieeeieieeit ettt ettt ee e 9b(3) 0
(4) Claims charged 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .......coviivieivieieiieesie s eeat s s nesb e 9c(1)(A)
(B) Administrative service or other fees ... 9¢c(1)(B)
(C) Other Specific ACQUISIION COSES ...........cvvvveeeeeceeeeeeeieceeies e 9¢(1)(C)
(D) OthEr EXPENSES .......vveeeieeeirieeeee ettt ettt et 9¢(1)(D)
(E) TBXES...eoreeveeeeeeeeeeeeeeeoeee oo eeeeeoee e eee e eeeesos 9¢c(1)(E)
(F) Charges for risks or other CONtiNGENCIES ...............coo.oeverrrerrrrrenenns, 9c(1)(F)
(G) Other retention ChATgES ...........cccoevveveerverieveeeerese e 9c(1)(G)
(H) Total Fetention ... cswossmmmrrmsisrmsmssmsssmm s s s s s s T e s 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.) .....coovvernennes 9¢c(2) '
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.................. 9d(1)
(2) ClAIM FESEIVES ...ttt ettt et 9d(2)
(3) Other reserves 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)..........ocooooiiiiiiinnn 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid to CAITIET ...............covieiiiriererieee et es e 10a 8,050,658
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount.................c........ 10b
Specify nature of costs P
| Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes No

12 If the answer to line 11 is “Yes,” specify the information not provided. P



SCHEDULE C
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2015
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).

Service Provider Information OMB No. 12100110

Department of Labor

Employee Benefits Security Administration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation lnsPeCt'on'
For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A Name of plan B Three-digit
Hanford Retiree Welfare Benefit Plan - plan number (PN) | 4 551

C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Ildentification Number (EIN)

HEWT Administrative Committee
91-2017261

Part | ]Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the

plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation

a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. .. ............ |:|Yes @ No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosure on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 Schedule C (Form 5500) 2015

v.150123
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i-e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(@) Enter name and EIN or address (see instructions)

UNITED HEALTH CARE INSURANCE CO.

36-2739571

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or

(d)
Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect
compensation? (sources

Did indirect compensation
include eligible indirect
compensation, for which the

Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
12 (f). If none, enter -0-.
49
NONE
YesD NOEI YesD NOD YesD NoD
225,339
(a) Enter name and EIN or address (see instructions)
ONE EXCHANGE 26-0775680
(b) (c) (d) (e) . (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) [employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or

by the plan. If none,

compensation? (sources

compensation, for which the

service provider excluding

formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
12 answered “Yes” to element
(). If none, enter -0-.
NONE
YesD No@ YesD No[l YesD NoD
144,755
(a) Enter name and EIN or address (see instructions)
DAVIS WRIGHT TREMAINE 91-0839480
(b) (c) (d) (e) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

29

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

formula instead of
an amount or
estimated amount?

NONE

27,130

Yes D No @

Yes D No D

Yes D No D
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(a) Enter name and EIN or address (see instructions)

MERCER 13-2834414
(b) (c) (d) (e) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  (by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
i (f). If none, enter -0-.
NONE :
Yes[l No@ Yesl:l No[l YesD NOD
10,690
(a) Enter name and EIN or address (see instructions)
EXPRESS SCRIPTS, INC. 41-1627938
(b) (c) (d) (e) () (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  [by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
19 answered “Yes” to element
(f). If none, enter -0-.
NONE
YesD No@ YesD NOD YesD NoD
5,399
(a) Enter name and EIN or address (see instructions)
(b) (c) (d) (e) _ (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D
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Partl IService Provider Information (continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(c) Enter amount of indirect
compensation

(d) Enter name and EIN (agjdress) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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! Part Il | Service Providers Who Fail or Refuse to Provide Information

4  Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

{c) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide
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Partlll | Termination Information on Accountants and Enrolled Actuaries (see instructions)

(complete as many entries as needed)
b EIN:

a Name:

C  Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:
C  Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:
C Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:

C Position:
€@ Telephone:

d Address:

Explanation:

b EIN:

a Name:

C  Position:
€ Telephone:

d Address:

Explanation:




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Financial Information

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

b File as an attachment to Form 5500.

OMB No. 1210-0110

2015

This Form is Open to Public

Inspection
For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A Name of plan B Three-digit
Hanford Retiree Welfare Benefit Plan plan number (PN) » e

C Plan sponsor's name as shown on line 2a of Form 5500

HEWT Administrative Committee

D Employer Identification Number (EIN)

91-2017261

| Part | JAsset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1¢(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), 1¢(8), 19, 1h,
and 1i. CCTs, PSAs, and 103-12 |Es also do not complete lines 1d and 1e. See instructions.

Assets (a) Beginning of Year (b) End of Year
A Total NONINtErESt-DEANNG CASN ........veeeeeeeeeeeeeeeeee e ee e oo e s s s serees 1a 0 2,935,855
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONBULIONS ...........eeeeeeeeeeeereeeree e seeeeseesessesseeeeseesseseeeas 1b(1)
(2) Participant CONtMIDULIONS ..........cc.vvecuieeeecerceeseeeeee e eee s e 1b(2) 0 71,558
(3) Other 1b(3) 0 27,546
C General investments:
1) Interest-bgaring cash (include money market accounts & certificates 1¢(1)
OF AEPOSIE) ..o
(2) U.S. Government securities 1¢(2)
(3) Corporate debt instruments (other than employer securities):
(B), PPEICITEH uossvssssintrmsmsmsssss i s i sannsnssmeesemse sesmemsasenrs 1¢(3)(A)
(B)] AIEOUE s iom s e wa s e 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PrEfEITEU .......oeceveeeveceeeeee e eeee e e eese s s seeseseseeseeseseensensnsns 1c(4)(A)
(B) Common 1c(4)(B)
(5) Partnership/joint Venture interests ..............coveeuereeeeereeeeseseeesesesssenens 1¢(5)
(6) Real estate (other than employer real property) ...............occoceeeveeeeeveennnn. 1c(6)
(7) Loans (other than to PartiCiPants) ..........c.eweeeeeerreereerseeseesssssssssssesssenss 1c(7)
(8) PartiCiPANt I0ANS ......v.vieeeeeeeceeeeeeee e ee s es e s e eseessasseses et enen s s 1c(8)
(9) Value of interest in common/collective trusts..............ooveveeeeeeeeerereeeeeenens 1c(9)
(10) Value of interest in pooled separate accounts 1¢(10)
(11) Value of interest in master trust investment accounts .............coeevennen.. 1c(11)
(12) Value of interest in 103-12 investment entities ..........coeveveveverevesrererennnes 1c(12)
(13) \f/uarizz)of interest in registered investment companies (e.g., mutual 1c(13)
(14) Value of funds held in insurance company general account (unallocated i
COMMTACES Y vusvs v ssmsmmmusssmmsssavmsmm sy T e F e saes e
(15) ONET oottt 1c(15)

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500

Schedule H (Form 5500) 2015
v. 150123
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1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) EMPIOYET SECUMTIES ....vovvoeeeereeeeeeereee et e ee e eeseesees s eeseesesees s see s 1d(1)
(2) EMPIOYET 1Al PIOPEIY .........ceoeeceeeeeeeeeer s eeeee s er e eseesesses e s s s eeeseees 1d(2)
€ Buildings and other property used in plan operation.............ccccevecevrvvnnveeene. 1e 7,713
f Total assets (add all amounts in lines 1a through 1€) ......ovveeeveeereeereerernnn. 1f 3,042,672
Liabilities
g Benefit claims payable 19 0 3,022,344
D Operating PAYADIES ...............ucvveeeeeeeeeees s e e ee s ee e ees s eessenes 1h
i ACQUISIEION INEDIEANESS .......vovveeeeceeeeeeeeeeeoese et seeeeee s eeeese e eessens e 1
J OtNEI HADIES ... veeoeeesereesriese et ese s eee e ses e eens s 1 0 20,328
K Total liabilities (add all amounts in lines 1g through1j) ........c.oveereeeeererrrsren, 1k 0 3,042,672
Net Assets
| Net assets (subtract ling Tk from e 16)........ooveeeerrrereeseereeeeoeeeeeeeres oo L 1 l 0 0

! Part Il ]Income and Expense Statement

2 Planincome, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained

a

lines 2a, 2b(1)(E), 2e, 2f, and 2g.

fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete

Income (a) Amount (b) Total

Contributions:
(1) Received or receivable in cash from: (A) EMPIOYETS ..........oveeeervereereesrnes 2a(1)(A) 21,225,368

(B)  PartiCIDANLS ......cocveereeeeceeceeeesceeee e seses e s e eeeee s e s s s sasseneenns 2a(1)(B) 4,365,725

(C) Others (INCIUAING FONOVETS) ... s e s eeeeseer e s eeeeses e 2a(1)(C)
(2) NONCASH CONTIDULIONS ....v.eoveveseeeceee et ee s es s s 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ................. 2a(3) 25,591,093
Earnings on investments:
(1) Interest:

(A) Interest-bearing cash (including money market accounts and 2b(1)(A)

certificates of dePOSIt)........coeceeeiireiieeeeeee e

(B) U.S. GOVErNMENt SECUMHIES .v.vvveeeeeeeisereeceececreee e et eeeeeeeeseeeeeen 2b(1)(B)

(C) Corporate debt iNStrUMENES ............cceveireeeeeeeeeeeeeeeeeeeseeees e eresessesenns 2b(1)(C)

(D) Loans (other than to participants) ...........ceeeeeeeeeeeeeeeesresrereeeseseenns 2b(1)(D)

(E)  PartiCipant 08NS ...........ccuevueeeeeeeereeieceeseeeeseeeseeeessesseeeseseesressesesessesenes 2b(1)(E)

(F)  OtNET oottt ss st ee s es s et enesenneeeen 2b(1)(F)

(G) Total interest. Add lines 2b(1)(A) through (F) .........ooeeereereereerresrresrn, 2b(1)(G) 0
(2) Dividends: (A) Preferred SOCK...........c.eueceeereeereesreeeereesseseesssessssessesee s 2b(2)(A)

(B)  COMIMON SLOCK ...uvvveeereiteie ettt eeeeeses e e eeseeneenes 2b(2)(B)

(C) Registered investment company shares (e.g. mutual fundsy.............. 2b(2)(C)

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 0
(B) RENMES....eoceceiireie ettt bttt e e et e s e eeseeeeeseeees s s eenes 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ...........o........... 2b(4)(A)

(B) Aggregate carrying amount (see inStructions) ...........ccveeveereverrerernn, 2h(4)(B)

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result................. 2b(4)(C) 0
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate............ccoeeuue..... 2b(5)(A)

(B)  OtNET oottt et eee et e et es e e n e ene e 2b(5)(B)

(C) Total unrealized appreciation of assets. 2b(5)(C) 0

Add liNES 2D(5)(A) NG (B).........rrvvreeeeeereeseereseeeeeeeseeseeeseeeessssesseeeeee
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(a) Amount (b) Total
(6) Net investment gain (loss) from common/collective trusts ............c..ou........ 2b(6)
(7) Net investment gain (loss) from pooled separate accounts ....................... 2b(7)
(8) Net investment gain (loss) from master trust investment accounts ........... 2b(8)
(9) Net investment gain (loss) from 103-12 investment entities ...................... 2h(9)
(10) Net inve.stment gain (loss) from registered investment 2b(10)
companies (e.g., mutual funds).........ccccovririeeeeicieiieeeceee e,
€ OtEr INCOME siscusssinssuisiviisisissssiiatisssinisensnnenennonssssmmearasssbrsnsasnensons 2c
d Total income. Add all income amounts in column (b) and enter total..................... 2d 25,591,093
Expenses
€ Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers............. 2e(1) 14,385,243
(2) Toinsurance carriers for the provision of DENEits ...........ccoeevereeerererenn. 2e(2) 10,754,997
(B) OHNET cevutieeeeeee et een e ee e enses e s 2¢(3) ;
(4) Total benefit payments. Add lines 2e(1) through (3).......coeeeeereeererrreernnns 2e(4) ; 25,140,240
f Corrective distributions (S NSHUCIONS) wucsismnenivmammmmnsrmraaasnin 2f
g Certain deemed distributions of participant loans (see instructions)................ 2g
D INEErESt EXPENSE...cvvevreieeiieeeceee ettt st 2h
i Administrative expenses: (1) Professional fees ............oocveevereereeerreesressronsons 2i(1) 450,853
(2) Contract administrator fees........c.............. 2i(2)
(3) Investment advisory and management fees .. 2i(3)
()OI ccocisiiicissinncsinsiassisssnneiosssrsenssmsarsessesssssssrnrsssseesiasssasessassanessosesonstsestanes 2i(4)
(5) Total administrative expenses. Add lines 2i(1) through (4).........c...ccreun..... 2i(S) 450,853
j Total expenses. Add all expense amounts in column (b) and enter total........ 2j 25,591,093
Net Income and Reconciliation
K Netincome (loss). Subtract line 2j from line 2d 2k ; 0
| Transfers of assets: :
(1) TO IS PIAN........ooieeec e 21(1)
(2) FTOM thiS PIAN ......voeeevceteceeeeees et eeeres s es s es s e s s es s res e eens 2i(2)

| Part lll ’Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not
attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1) ] Unqualified () [ ] Qualified (3)[ ] Disclaimer @) [ ] Adverse

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)? |:| Yes @ No
C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name: MOSS ADAMS (2)EIN: 91-0189318

d The opinion of an independent qualified public accountant is not attached because:
(1) D This form is filed for a CCT, PSA, or MTIA.  (2) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

I Part IV |Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 4l. MTIAs also do not complete line 4.

During the plan year: Yes No N/A Amount

a  Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures
until fully corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program.)..... 4a X

b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant
loans secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if
Y8 G OB CKOU ) siesssnssssspmmsniunmsssss somamams oo e B SRR T T 0 A60 S0k bm e s nmmesmemsnel] 4b X
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Yes No N/A Amount

€ Were any leases to which the plan was a party in default or classified during the year as

uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) .......ccccveeeeererveenae. 4c X
d  Were there any nonexempt transactions with any party-in-interest? (Do not include

transactions reported on line 4a. Attach Schedule G (Form 5500) Part Il if “Yes” is

CREEKET. Y fomsvssnsssss s Eos eSS E ST s anraesemesamespenessesneaserssa s sebas omssnsasarnsesessonsn seenssmsrones 4d X
€  Was this plan covered by a fidelity BONA? ..........c.eveeeeeereeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 4e| X 4,000,000
f  Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was

caused by fraud or diISHONESY? ........coiviiiciiecceeeee et ee e eeee s e rean 4f X
g Did the plan hold any assets whose current value was neither readily determinable on an

established market nor set by an independent third party appraiSer? ............ooeeveeeeesereereersrenns 4g X
h  Did the plan receive any noncash contributions whose value was neither readily

determinable on an established market nor set by an independent third party appraiser?......... 4h X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is

checked, and see instructions for format requIreMents.) ..........ccoeveeeeeireiieeeeeeee e 4i X
j Were any plan transactions or series of transactions in excess of 5% of the current

value of plan assets? (Attach schedule of transactions if “Yes” is checked, and

see instructions for format reqUIreMENtS.) ........c.cciiuiiieeeiieiececec ettt een e 4j X
k  Were all the plan assets either distributed to participants or beneficiaries, transferred to

another plan, or brought under the control 0f the PBGC?........c.oveeeciiinieeeeeee e 4k X
1 Has the plan failed to provide any benefit when due under the plan? ...........c.ccceevevveviveveenn... 41 X
m |If this is an individual account plan, was there a blackout period? (See instructions and 29

CFR 2520.101-3.) .ttt ettt ettt ettt b et sttt et e erae st estem et s ee e enen 4m X
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or

one of the exceptions to providing the notice applied under 29 CFR 2520.101-3. .....cveovueevennnnd 4n
O Did the plan trust incur unrelated business taxable iINCOME? ..............ccooeveiiiiiiieeeeeenn, 40 X
P  Were in-service distributions made during the plan year? ................ccocovveieieiiiiiiiee e 4p X

5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?

If “Yes,” enter the amount of any plan assets that reverted to the employer this year.................co.......

D Yes @No Amount:

5b I, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were
transferred. (See instructions.)
5b(1) Name of plan(s) 5b(2) EIN(s) 5b(3) PN(s)
8¢ Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ..... [] Yes D No D Not determined

LPart Vv | Trust Information

6a Name of trust

6b Trust's EIN

6c Name of trustee or custodian

6d Trustee’s or custodian’s telephone number
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REPORT OF INDEPENDENT AUDITORS

To the Trustees and Hanford Employee Welfare Committee for the
Hanford Retiree Welfare Benefit Plan

Report on the Financial Statements

We have audited the accompanying financial statements of the Hanford Retiree Welfare Benefit Plan (the Plan),
which comprise the statement of net assets available for benefits as of December 31, 2015, and the related
statement of changes in net assets available for benefits for the year then ended, and the related notes to the

financial statements.
Management’s Responsibility for the Financial Statements .

Management is responsible for the preparation and fair presentation of these financial statements in
accordance with accounting principles generally accepted in the United States of America; this includes the
design, implementation, and maintenance of internal control relevant to the preparation and fair
presentation of financial statements that are free from material misstatement, whether due to fraud or

error.
Auditor’s Responsibility

Our responsibility is to express an opinion on these financial statements based on our audits. We conducted
our audits in accordance with auditing standards generally accepted in the United States of America. Those
standards require that we plan and perform the audit to obtain reasonable assurance about whether the
financial statements are free from material misstatement.

An audit involves performing procedures to obtain audit evidence about the amounts and disclosures in the
financial statements. The procedures selected depend on the auditor’s judgment, including the assessment of
the risks of material misstatement of the financial statements, whether due to fraud or error. In making those
risk assessments, the auditor considers internal control relevant to the Plan’s preparation and fair
presentation of the financial statements in order to design audit procedures that are appropriate in the
circumstances, but not for the purpose of expressing an opinion on the effectiveness of the Plan’s internal
control. Accordingly, we express no such opinion. An audit also includes evaluating the appropriateness of
accounting policies used and the reasonableness of significant accounting estimates made by management, as
- well as evaluating the overall presentation of the financial statements,

We believe that the audit evidence we have obtained is sufficient and appropriate to provide a basis for our
audit opinion. :
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Opinion

In our opinion, the financial statements referred to above present fairly, in all material respects, the financial
status of the Plan as of December 31, 2015, and the changes in its financial status for the year then ended, in
accordance with accounting principles generally accepted in the United States of America.

Yakima, Washington
October 5, 2016



HANFORD RETIREE WELFARE BENEFIT PLAN
STATEMENT OF NET ASSETS AVAILABLE FOR BENEFITS

DECEMBER 31, 2015
2015
ASSETS
Cash $ 2,935,855
Rebate receivable : 27,546
Prepaid insurance 79,271
Total assets 3,042,672
LIABILITIES
Drafts payable 18,631
Accounts payable 3,003,713
Other liabilities 20,328
Total liabilities 3,042,672
NET ASSETS AVAILABLE FOR BENEFITS ' $ -

See accompanying notes. 3




HANFORD RETIREE WELFARE BENEFIT PLAN

STATEMENT OF CHANGES IN NET ASSETS AVAILABLE FOR BENEFITS
YEAR ENDED DECEMBER 31, 2015

2015
ADDITIONS TO NET ASSETS ATTRIBUTED TO:
Contributions
Sponsors _ $ 21,225,368
Participants , 4,365,725
Total additions 25,591,093
DEDUCTIONS FROM NET ASSETS ATTRIBUTED TO:
Benefit expense
Health care claims 14,307,269
Health care premiums 8,050,658
Life insurance premiums 2,782,313
Administrative expenses - 450,853
Total deductions 25,591,093
CHANGE IN NET ASSETS -
NET ASSETS AVAILABLE FOR BENEFITS
Beginning of year : -
End of year $ -

See accompanying notes. 4




HANFORD RETIREE WELFARE BENEFIT PLAN
NOTES TO FINANCIAL STATEMENTS

Note 1 - Description of Plan

Formation of the Plan - The Hanford Retiree Welfare Benefit Plan (the Plan) provides post-retirement
benefits for eligible participants of Hanford Site Contractors. The Plan was established January 1, 2000 and
is administered by the Board of Trustees (Trustees). Prior to January 1, 2000, the benefits offered through
this Plan were administered by Fluor Hanford. All sponsoring employers are prime contractors or
subcontractors for the Department of Energy (DOE) at the Hanford Site in Richland, Washington.

In prior years, the financial activity and associated disclosures for the Plan were consolidated into the
financial statements of the Hanford Employee Welfare Trust (Active Employee) Plan for financial statement
reporting purposes. For Plan year 2015 and future years, a separate financial statement will be issued for )
each plan. This change is merely being made for financial reporting purposes. This reporting change has no
impact on the benefits offered to both active employees and retired plan participants. Additionally, as of
January 1, 2015, approximately $395,000,000 of post-retirement benefit obligations were transferred from
the Hanford Employee Welfare Benefit Plan.

General - The following description is provided for general information purposes only. Participants should
refer to the Plan documents for complete information regarding all of the Plan’s definitions, benefits,
eligibility, and other matters. The Plan is a post-retirement health and welfare plan and is subject to the
provisions of the Employee Retirement Income Security Act of 1974 (ERISA).

Benefits - The Plan currently provides comprehensive medical and life insurance for Plan participants
under age 65 and their dependents.

The Plan also provides retiree health reimbursement arrangement accounts, which are administered by
OneExchange to Medicare-eligible Plan participants over age 65.

Health benefits are provided as either fully insured or claims based. Fully insured programs are
administered by Group Health Cooperative and CIGNA. Claims based benefits are administered by
UnitedHealthcare and Express Scripts, Inc. Annual open enrollments offer participants the opportunity to
change their coverage elections.

The Plan provides post-retirement life insurance for participants both under and over age 65.

Eligibility - Participants who have at least 10 years of pension vesting credit, are at least age 55 as of the
last day worked prior to retirement, and pay the required contributions, are eligible for continuing medical
and life insurance coverage. Effective January 1, 2004, new hires are not eligible for post-retirement medical
and life insurance benefits.

Plan Sponsors - As of December 31, 2015, the Plan Sponsors include CH2M HILL Plateau Remediation
Company; Johnson Controls, Inc.; Energy Northwest; Washington Closure Hanford, LLC; Wastren Advantage
Inc.; Washington River Protection Solutions, LLC; and Mission Support Alliance, LLC and its subcontractors
(Akima Hanford Services, LLC; Dade Moeller & Associates; HPM Corporation - MSA; and Westech
International MSA, LLC).

A Sponsor may withdraw from participation in the Plan by giving 30 days written notice of intent to the
Trustees.




HANFORD RETIREE WELFARE BENEFIT PLAN
NOTES TO FINANCIAL STATEMENTS

Note 1 - Description of Plan (continued)

Benefit payments and insurance premiums - Certain health and life benefit options provided to
participants are self-funded by the Plan and are the responsibility of the Plan Sponsors. As such, the Plan
makes payment on these claims and these claims are reflected as health care claims benefit expense on the
statement of changes in net assets available for benefits.

Alternatively, certain health options provided to participants are administered by outside insurance -
companies. The premiums paid for these options are paid by the Plan and are reflected as premium
payments on the statement of changes in net assets available for benefits. Payment of the premiums
transfers the risk of benefit payment to the insurance company.

Contributions - Participants contribute amounts as determined by the Plan. The Plan Sponsor
contributions are calculated by applying an annual rate to their base payroll. The rate is determined
annually as necessary to adequately fund the Plan.

Medicare eligible participants who reach age 65 are enrolled in a non-contributory health reimbursement
arrangement administered by OneExchange.

Other - The Trustees have the right under the Plan to modify the benefits provided to participants. The
Trustees have the right to amend and/or modify the Plan subject to ERISA provisions.

Note 2 - Summary of Significant Accounting Policies
Basis of accounting - The financial statements of the Plan are prepared on the accrual basis of accounting,

Use of estimates ~ The preparation of the Plan’s financial statements in conformity with accounting
principles generally accepted in the United States of America requires management to make assumptions
that affect the reported amounts of assets, liabilities, benefit obligations, and changes therein. Actual results
could differ from those estimates.

Risks and uncertainties - The actuarial present value of Plan benefit obligations is based on certain
assumptions pertaining to interest rates, retiree demographics, and medical cost trend rates, all of which are
subject to change. Due to the changing nature of these assumptions, and the uncertainties inherent in the
assumption process, it is at least reasonably possible that changes in these assumptions in the near term
could have a material effect on the financial statements.

Cash - Pursuant to its agreement with the DOE, the Plan does not maintain investments in interest-bearing
accounts. Therefore, Plan assets are maintained in a non-interest bearing cash account. Sufficient cash
proceeds are maintained within the accounts to fund the daily cash requirements of both the Hanford
Employee Welfare Benefit Plan (Hanford Employee Welfare Trust) and the Hanford Retiree Welfare Benefit
Plan. The Plan maintains its cash in bank accounts in amounts that, at times, may exceed federally insured
limits. The Plan has not experienced any losses in such accounts.




HANFORD RETIREE WELFARE BENEFIT PLAN
NOTES TO FINANCIAL STATEMENTS

Note 2 - Summary of Significant Accounting Policies (continued)

The Plan funds certain claim payments via wire transfer to accounts used by benefit providers for such
payments on a check-cleared basis. At December 31, 2015, the Plan had not completed such wire transfers to
cover outstanding payments, resulting in drafts payable in these accounts. These amounts have been
reflected as drafts payable on the statement of net assets available for benefits.

Administrative expenses - Some administrative fees relating to the direct management of the Plan’s assets
and benefit payments are funded by the Plan on behalf of the sponsoring companies, All professional fees
incurred are paid by the Plan on behalf of the sponsoring companies.

Plan termination - The Plan committee or management of the Plan Sponsors have not expressed any intent
to discontinue its contributions. In the event such discontinuance results in the termination of the Plan, the
net assets of the Plan would be available for the exclusive use of the participants, but the manner and timing
of allocation is left to the discretion of the Trustees.

Claims incurred but not reported - Obligations for medical claims incurred but not reported as of
December 31, 2015, are estimated by the insurer (see Note 6).

Subsequent events - Subsequent events are events or transactions that occur after the statement of net
assets available for benefits date but before financial statements are available to be issued. The Plan
recognizes in the financial statements the effects of all subsequent events that provide additional evidence
about conditions that existed at the date of the statement of net assets available for benefits, including the
estimates inherent in the process of preparing the financial statements. The Plan's financial statements do
not recognize subsequent events that provide evidence about conditions that did not exist at the date of the
statement of net assets available for benefits but arose after the statement of net assets available for benefits
date and before financial statements are available to be issued.

The Plan has evaluated subsequent events through October 5, 2016, which is the date the financial
statements were available to be issued.

Note 3 - Tax Status

The Plan established under the Trust holds the Plan’s assets and pays benefits in accordance with the
Hanford Employee Welfare Trust Agreement. Although the Plan is a taxable entity under the Internal
Revenue Code, the plan administrator understands that the Plan had no taxable income during the year
ended December 31, 2015. Accordingly, no provision or liability for income taxes has been included in the
financial statements.

Accounting principles generally accepted in the United States of America require plan management to
evaluate tax positions taken by the Plan and recognize a tax liability (or asset) if it has taken an uncertain
position that more likely than not would not be sustained upon examination by the Internal Revenue
Service. The Plan is subject to routine audits by taxing jurisdictions; however, there are currently no audits
for any tax periods in progress.




HANFORD RETIREE WELFARE BENEFIT PLAN ‘
NOTES TO FINANCIAL STATEMENTS

Note 4 - Actuarial Assumptions

The amount disclosed as the post-retirement benefit obligation represents the actuarial present value of
those estimated future benefits that are attributed to employees’ service rendered to the date of
December 31, 2015. Post-retirement benefits include future benefits expected to be paid to or for active
employees after retirement and currently retired employees and their beneficiaries and dependents. The
post-retirement benefit obligation represents the amount that is to be funded by contributions from the DOE
or the Plan’s participating employers at the time of payment of benefits.

The actuarial present value of the expected post-retirement benefit obligation is determined by an actuary
and is the amount that results from applying actuarial assumptions to historical claims-cost data to estimate
future annual incurred claims costs per participant and to adjust such estimates for the time value of money
(through discounts for interest) and the probability of payment (by means of decrements such as those for
death, disability, or withdrawal) between the valuation date and the expected date of payment.

Although the standardized medical trend rates specified by the DOE are considered reasonable, the rates
have been adjusted slightly to reflect the Plan’s use of a net claims valuation method (versus the gross claims
method requested). The adjustment reflects the leveraging and dampening effects which deductibles, co-
payments, and maximum benefit provisions exert on the trend in gross claims. The leveraging factor
assumed increases in the trend rates and is reflected as follows:

Age Range Used
Year Ending Younger 65 and.
December 31, Than 65 Older
2016 7.00% 7.50%
2017 6.86% 7.32%
2018 6.72% 7.14%
2019 6.58% 6.96%
2020 6.44% 6.78%
2021 6.30% 6.60%
2022 6.16% 6.42%
2023 6.02% 6.24%
2024 : 5.88% 6.06%
2025 5.74% 5.88%
2026 5.60% 5.70%
2027 5.46% 5.52%
2028 5.32% 5.34%




HANFORD RETIREE WELFARE BENEFIT PLAN
NOTES TO FINANCIAL STATEMENTS

Note 4 - Actuarial Assumptions (continued)

The following were other significant assumptions used in the valuations as of December 31, 2015:

» Discount rate at December 31, 2015 - 4.25%

o Salaryscale - Rates based on tables by vesting service and sub plan.
. Retireme’nt age - - Range from age 55 to 65

o  Mortality - Healthy Lives: RP-2014 mortality tables with

MP-2015 projection scale.

Disabled Individuals: DR-2014 mortality tables with
MP-2015 projection scale.

Changes to assumptions - The transferred in post-retirement benefit obligation was valued using
assumptions from the Hanford Employee Welfare Benefit Plan as of December 31, 2014. At December 31,
2015, the medical trend and the mortality table were changed as required by the DOE and updates to the
retirement and withdrawal assumptions were made. The following shows the approximate decreases in
post-retirement benefit obligations due to these changes:

Change in deferred participation assumption $ (19,848,000) *
Other assumptions (7,309,000) **

* - In the prior year, the assumption used was that 100% of active participants would get post-
retirement benefits. However, in the current year, the assumption was changed to assume that only
80% of active participants would get post-retirement benefits, based on historical experience.

** - Includes claims trend, medical trend, mortality

Note 5 - Related Party and Funding of Benefit Obligations

The DOE requires that funding for post-retirement benefits be provided on a pay-as-you-go basis, and the
contractor sponsors of the Plan have adopted this policy. Therefore, the Plan Sponsors fund the Plan on a
pay-as-you go basis and are subsequently reimbursed for the costs through their contract with the DOE. The
DOE has recorded the accrued post-retirement benefit costs as an unfunded liability as of September 30 of
the Plan year, which is the end of the DOE's fiscal year. The liability is rolled forward to December 31 of the
Plan year for financial reporting purposes. Additionally, Mission Support Alliance, LLC, provides funding to
the Plan through a letter of credit arrangement with the DOE on behalf of the Plan Sponsors to meet cash
requirements.

To develop the post-retirement benefit obligation, the actuary determines the future expected claims
assumptions based upon paid claims for the period of October 1, 2011 through September 30, 2014. The
actuary obtained this data from the administrators of the Plan: UnitedHealthcare for medical claims and
Express Scripts for prescription drug claims, For participants with coverage through the Group Health
Options Plan, the actual retiree premium rates were used. The post-retirement benefit obligations for both

active employees and retired Plan participants are reported in these financial statements.
. 9




HANFORD RETIREE WELFARE BENEFIT PLAN
NOTES TO FINANCIAL STATEMENTS

Note 6 - Plan Benefit Obligations

The following table details the statement of Plan benefit obligations at December 31:

2015
Amounts currently payable
Claims payable, claims incurred but not
reported, and premiums due to insurers $ 413,288
Post-retirement benefit obligations, net of
amounts currently payable
Current retirees 199,845,760
Other participants _ 104,575,269
Participants not yet fully eligible for benefits 72,527,612
376,948,641
Total benefit obligations _ $ 377,361,929
The following table details the statement of changes in Plan benefit obligations:
2015
Amounts currently payable i
Transfer in of UHC liability $ 404,029
Increase in claims reported and approved for payment, : »
including benefits reclassified from benefit obligations 9,259
Balance at end of year 413,288
Post-retirement benefit obligations,
net of amounts currently payable
Balance at beginning of the year $ -
Transfer in post-retirement benefit obligations 1 395,810,127
Change in deferred participation assumption (19,847,832)
Changes in other actuarial assumptions : (7,309,461)
Increase in benefits accumulated during the year 3,415,878
Increase due to decrease in discount period 16,323,411
Expected benefit payments ~ (23,459,752)
Excise tax cost 12,016,270
Balance at end of year 376,948,641
Total benefit obligations at end of year $ 377,361,929

The health care cost-trend rate assumption (see Note 4) has a significant effect on the amounts reported, If
the assumed rates increased by one percentage point in each year, that would increase the obligation as of
December 31, 2015 by $13,281,485.
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HANFORD RETIREE WELFARE BENEFIT PLAN
NOTES TO FINANCIAL STATEMENTS

Note 7 - Form 5500

The 2015 Form 5500, which is filed with the Department of Labor, has several assets, liabilities, income, and
expenses that differ from the amounts shown on the accompanying statement of changes in net assets
available for benefits. These differences relate to classification only and have no effect upon net assets

available for benefits.
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